Sir,
We report a 58-year-old man without a significant medical history presented to our clinic with a nonhealing, slowly growing non tender ulcer on his right leg that he had for more than one year. The ulcer despite several would care measures progressively increased. Clinical signs of arterial insufficiency or venous insufficiency were not detected. Vascular studies with duplex ultrasonography failed to reveal any venous reflux. Dermatological examination revealed a well-demarcated 4x5 cm clean based ulceration with heaped-up borders located on his right leg. The base of the ulceration had normal granulation tissue ( Fig. 1 ). Dermoscopic findings revealed arborizing vessels and short fine vessels. In addition, there were large blue grey ovoid nests. The chronic, poorly healing nature of the leg ulcer prompted us to perform a skin biopsy of the edge of the ulcer including the base which revealed large well-defined derma nodules, basaloïd cells with peripheral nuclear palisading and clefting between tumor and stroma (Fig. 2 ). Correlation of clinical, dermoscopic and histopathological findings allowed us to confirm the diagnosis of basal cell carcinoma of the leg. The patient was referred to an oncologist for a surgical excision of the tumor.
The patient's informed consent was obtained.
Prior to the study, patient gave written consent to the examination and biopsy after having been informed about the procedure.
Basal cell carcinoma (BCC) is preferentially located in photo-exposed areas. Its occurrence on the legs is rarely reported in the literature and account for about 8% of BCCs [1] . It is more common in males than females and is a great masquerader. In fact, BCC can mimic many dermatoses as in our case where it was misdiagnosed with a venous leg ulcer and can appear in unsuspected areas as the lower limbs. In front of a chronic leg ulcer, differential diagnosis may include venous or arterial ulcers, malignancies such as squamous cell carcinoma, amelanotic melanoma, cutaneous lymphoma and basal cell carcinoma, infectious ulcers, pyodema gangrenosum, traumatic and factitial wounds [2] [3] [4] . In our case, the chronic leg ulcer was misdiagnosed as a venous leg ulcer in the absence of clinical and ultrasonographic signs of venous insufficiency leading to an important diagnostic delay. Hence, physicians should be aware that BCC could develop de novo and that the appearance of a granulation tissue with pearly indurated borders and central ulceration should prompt suspicion. Although these tumors rarely metastasize, delayed treatment may result in significant morbidity from local invasion leading to destruction of the skin and deeper tissues. Dermoscopy could be useful in raising the suspicion of malignancy but the definitive diagnosis relies mainly on skin biopsy in front of a non healing chronic leg ulcer. Dermoscopically, basal cell carcinoma of the lower extremity is characterized by the presence of polymorphous vessels and thin serpentine vessels with lower prevalence of arborizing vessels compared to other anatomic sites [5] .
Letter to the Editor
The correlation of history taking, clinical examination, dermoscopic findings and histopathological findings in our case allowed us to establish the diagnosis of basal cell carcinoma of the lower extremity. An early detection of these rare tumors in this rare localization is important in our case to avoid tumor extension and significant morbidity.
CONSENT
The examination of the patient was conducted according to the Declaration of Helsinki principles. Written informed consent was obtained from the patient for publication of this article. 
